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within its mandate. With the adoption of the Trauma Care Systems Planning and Development Act of 1990 (Public Law [P.L.] 101-590), HRSA's role in EMS-related activities has expanded; an advisory council, grant awards, and other program activities will be directed toward assisting states to improve their trauma systems.
Professional organizations, such as the American Academy of Pediatrics (AAP), the Ambulatory Pediatric Association, the American College of Emergency Physicians, the American College of Surgeons, and the Emergency Nurses Association, have served as focal points for bringing attention to EMS-C concerns. Given their national memberships, such organizations can help spread interest in EMS-C across the country. For example, the AAP reaches a broad spectrum of pediatric primary care and hospital-based practitioners. At the same time, it does not encompass in its membership other providers, such as nurses and emergency medical technicians (EMTs), who are important participants in emergency care services, and it also has no formal link with the public agencies that are responsible for many aspects of EMS. Thus, the responsibility for promoting more cohesive and comprehensive EMS-C efforts cannot rest entirely on the shoulders of professional groups.
A FOCUS FOR EMERGENCY MEDICAL SERVICES FOR CHILDREN
In sum, progress in improving the quality of emergency care given to children and the readiness of EMS systems to provide that care depends on ensuring that essential EMS-C components become an integral part of both EMS in general and the broader realm of child health care. To promote that integration, EMS-C needs to be given recognition and priority in both areas. As a means of bringing this level of attention to EMS-C issues, the committee recommends that Congress direct the Secretary of the Department of Health and Human Services to establish a federal center or office to conduct, oversee, and coordinate activities related to planning and evaluation, research, and technical assistance in emergency medical services for children. The committee also recommends that Congress direct the Secretary to establish a national advisory council for this center; members should include representatives of relevant federal agencies, representatives of state and local governments, the health care community, and the public at large.
Although some might argue that establishing a formal EMS-C center or office is not necessary, the committee concluded, after considering alternatives, that lesser steps would not be adequate.3 The Secretary could assign this EMS-C responsibility to an existing agency or give it to a newly created entity. Either way, the committee emphasizes two concerns. First,ain links among the many federal activities related either to emergency care or to child health (although it has promoted informal networking among state EMS-C programs). Neither was creation of an EMS-C advisory body with a role for experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
